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ABSTRACT

An Implementation Plan for lntegrated Dual Diagnosis Treatment

MARY JEAN DUNN
February

l,

2014

Action Research Project (ML588)
Recovery from substance abuse or mental illness can be a long and difficult
process. lndividuals attempting to recover from both issues face an even more complex

road to healing. Research shows that treatment models, which address both illnesses
simultaneously, in the same setting, have the best success. Treatment models that address

both issues at once are called Integrated Dual Diagnosis Treatment (IDDT). There are a
number of IDDT models around the country and Minnesota has recently finalized its

framework for IDDT certification. This paper examines the most corlmonly used
components of IDDT models and

will

study the process of implementation done in

organizations around the country. As a result of this examination and study,
a plan

will be created for a treatment center in Minnesota to implement
Integrated Dual Diagnosis Treatment.
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Mary Jean Dunn

Introduction
Recovery from substance abuse issues can be a long and difficult road. There are
many factors which complicate achieving and maintaining abstinence from substance
abuse.

If

substance abuse is compounded with mental health issues, the challenge

of

recovery from both issues can often seem out of reach to those who are suffering.

Substance Abuse

According to the Substance Abuse and Mental Health Services Administration

(SAMHSA), a division within the U.S. Department of Health and Human Services, in
201I ,8.3yo of the total population ages 12 and older, reported using

illicit

drugs, 23.1%

have participated in binge drinking and 6.2o/o reported being heavy drinkers (SAMHSA

2011). Binge drinking is defined by SAMHSA as having 5 or more standard drinks on
the same occasion on at least

I day in the 30 days prior to the survey. Heavy drinking is

defined as binge drinking on at least 5 days in the past 30. Additionally, in the 20l

l

SAMHSA report , 8.7Yo of the population aged 72 or older were current (past month)

illicit drug users, meaning they

had used an

illicit

drug in the month prior to the survey.

Substance abuse can be defined simply as a pattern of hannful use of any substance

for mood-altering purposes. It is described by SAMSHA as a pattern of compulsive
and/or dangerous use of a mood-altering chemical (SAMHSA 201

I

).

Substance use

disorders are diaguosed using the Diagnostic and Statistical Manual of Mental Disorders

(DSM), published by the American Psychiatric Society. Recently the latest edition of the
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DSM was published, called the DSM-V. In DSM-V, the criteria for substance abuse
diagnoses have changed. For some time now we have been diagnostically distinguishing
substance use disorders into two categories; substance abuse and substance

dependence. Utilizing the new DSM-V criteria, we

will

be diagnosing substance use

disorders along a severity spectrum and the diagnoses of abuse or dependence

will

be

combined into a single disorder of graded clinical severity called Substance Use
Disorders (Beach, et al 2006).

Mental Illness
The National Alliance on Mental Health reports that one out of four adults in America
experience a mental illness in a given year

INAMI 2013). A mental illness is a medical

condition, which affects a person's thinking, feeling, mood, ability to relate to others and
daily functioning. These conditions often result in a diminished ability to cope with the
ordinary demands of life (Manderscheid 2010). Although about one quarter of the US
population in 2012 reported having had sufficient symptoms resulting in a diagnosis of a
mental disorder during the 12 moths prior to the survey, some of these cases are mild or

will resolve themselves without formal interventions INAMI 2013). The remainder may
have difficulty finding help for their illness and, as a consequence, feel stigmatized.

In many locations, including Minnesota, the mental health field uses the term Severe
and Persistent Mental Illness (SPMD to describe mental health issues which are complex
and require ongoing attention, treatment and management (UNC 2013). Generally,

SPMIs require ongoing medication and therapy. Symptoms usually wax and wane
depending on stress and symptom triggers. Because of this, people with SPMI may
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function independently at times but at other times may need support with housing,
school, work, social functioning and other day to day life concerns.

Although often misunderstood, severe and persistent mental illness is a biological
phenomenon caused by physical changes in the brain (NIMH 2013). These changes
impact a person's ability to make choices based on consequences, to socialize, to access

community supports, to identiff what is real and to organize thoughts. The National
Institute of Mental Health says that

I in l7 suffer from

an SPMI. It is the leading cause

of mental health mediated disability in the US for those ages 15 - 44.
Serious and persistent mental illnesses include: anxiety disorders, autism spectrum
disorders, attention-deficit/hlperactivity disorder, bi-polar disorder, borderline

personality disorder, depression, dissociative disorders, eating disorders, obsessivecompulsive disorder (OCD), posthaumatic stress disorder, schizoaffective disorder,
schizophrenia, seasonal affective disorder, Tourette's sSmdrome and dual diagnosis:
substance abuse and mental illness.

Co-Occurrin g Disorders

Many individuals seeking treatment for substance abuse also have mental health
issues. When someone has at least one substance abuse disorder together with at least
one mental illness, we describe this as having a co-occurring disorder (Brown

2012). Other terms used for this condition are dual disorder, dual diagnosis, concurrent
disorder or co-morbid disorder. Individuals with co-occruring disorders are more likely

to struggle with negative life outcomes which include: psychiatric episodes, relapse, re-
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hospitalization, emergency room visits, complications resulting from chronic illnesses
such as diabetes and cancer, financial problems, arrest and incarceration, family and

relationships difficulties, increased susceptibility to trauma, housing instability and
homelessness, unemplolnnent, violence, legal problems, health issues, including

infectious diseases such as HIV hepatitis and sexually transmitted diseases and suicide
(Mueser 2004).

Untreated or unsuccessfully treated co-occurring mental illness and substance use
disorders contributes to major social prohlems in America, including poverty, increased

hospitalization and use of emergency care, inadequate access to health care for routine
and chronic medical conditions, and crime (Rogers 2004).

Treatment History
The evidence of people having co-occurring disorders is significantly higher in
substance abuse or mental health treatment facilities than in the general population

(Sterling 2011). According to the Center for Substarce Abuse Treatment 50 -70To of
those seeking treatment for substance abuse also have mental health issues (Johns

Hopkins University 2013). In spite of this, treatment for substance abuse and mental
illness has historically dealt with one disorder or the other, offering at best only partial or

minimal help for the additional issue.
Organized efforts to address the issue of alcohol and drug abuse began in the late
1800s in the United States. The earliest organized attempts to help the "inebriate" were

under the Inebriates Acts, 1879-1900. By 1901 there were 21 licensed institutions in the

United States and many more unlicensed homes where alcoholics were brought for help,
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if they were "treated" at all (British Medical Journal 1902). Some alcoholics also
received some form of "treatment" in insane asylums, sanatoriums or by drink o'cures" at
retreats to help those with the compulsion to consume alcohol (White 1998). More often,
at that time, alcohol problems were addressed by the criminal justice system. We see by

this history that those in the mental health field were involved early on in attempts to help
individuals who were dealing with substance abuse issues.
That trend changed during the early to mid 20tr century.

A separation between the

fields of substance abuse and mental health began with the boom of the 12 step and selfhelp movements and the "disease model" of substance abuse. Additionally, substance
abuse treatment programs began and the desire for more formal study of substance abuse
and for more professionalism in the substance abuse field increased. As understanding
and knowledge of the treatment of substance abuse was sought, research instifutes were

formed such as the National Institute on Alcohol Abuse and Alcoholism (NIAA) and the
National lnstitute of Drug Abuse

(NDA).

Funding for the two separate systems of care

- substance abuse and mental health - came, initially, from the Federal Govemment,
fuither reinforcing the separation and putting the two systems in competition, in a sense
(Sterling 20l l).
As the divide between the two fields Brow, individuals in a substance abuse heatment
center who were identified as having a serious and persistent mental illness (SPMI) were

generally thought to be in the wrong setting and referred elsewhere to have their mental
health addressed.

If they

happened to remain in the substance abuse treatment setting,

it

was often thought that getting them alcohol and drug free would resolve the mental health
rssue
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From the mental health perspective, if an individual had a substance abuse issue, he or
she was generally excluded from treatment
201

l). Mental health professionals,

in a mental health setting (Sterling

understandably, often did not feel comfortable

treating substance use due to lack of training or experience in dealing with

it.

The two

fields often worked in counter productive ways to the detriment of those suffering from
co-occurring illnesses. This split resulted in, at best, clients being referred back and forth
between the two fields or, at worst, failing to receive treatment for one or both

disorders. The clients continued to struggle.

Realizing the Need for Integration
Research into what makes substance abuse treatment successful for those who struggle

with alcohol and other drugs has historically focused on factors pertaining to the clients
and the substances the client has ingested (Roman 2006). The realization that treatment

for clients with both mental illness and substance abuse may be more successful

if

treatments were integrated began in the 1980s (Mueser 2004). Only in the past two
decades has the research broadened and interest grown concerning the contexts in which

treatment is being delivered. During that time, research has also shown that the best
results for recovery for individuals struggling with both substance abuse and mental
health issues are obtained by treating both these issues simultaneously and equally (Urada

2012). By treating only one disorder, the remaining, untreated disorder, is left to be

a

trigger for a retum to unhealthy behaviors. Integrating treatment of both disorders has
been shown to improve recovery rates for individuals struggling with both substance
abuse and mental health (SAMHSA 2002).

l0

Providing integrated treatment means that both issues are addressed at the same time,

in one treatment setting, by

,

areas and take responsibility

single team of clinicians who are knowledgeable in both

for integrating treatment of the two disorders. Extensive

research has documented the need to treat both issues together (Drake 1998). Integration

of mental health and substance abuse services results in positive treatment outcomes and,
research shows that at 12 months post treatment discharge, results are improved also (Cao

201l). Discovering the best evidence-based practices (EBP)

has taken some

time. We

now know that both disorders are chronic relapsing disorders and that long-term
treatment is required for each. This means that relapse, or a return to the behavior or

condition is a normal part of recovery. Relapse happens more often than not and we need
to adjust our treatment expectations to address that.
In light of the fact that the need for integrating treatment of mental health and
substance abuse has become clear (Fox

that? Old

20ll), the question

is: how do we go about doing

ideas and beliefs about treatment have begun to change but we have a ways to

go. Collaboration is needed by both substance abuse and mental health professionals to
obtain the hest possible treatment outcomes for our clients with co-occurring

disorders. In Minnesota we will soon have a description of what treatment programs
should do to consider themselves truly integrated.

Minnesota Joins the Move for Integration
Reports were published by SAMSHA tn2D02 that confirmed the need for integrated
treatment (SAMHSA 2002). At that point the planning for defrning needed integrated
treatment components and implementing them began in states across the
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county. Minnesota's Department of Human Services (DHS) was awarded a $3.35 million
grant in 2006 by SAMHSA to research infrastructure development and clinical capacity
gaps within the mental health and chemical dependency treatment senrice system related

to the treatment outcomes for persons with persons with co-occurring disorders. The
goals of that Co-Occuoirg State Incentive Grant (COSIG) were to:

.

Increase screening and assessment for co-occurring disorders

.

Define competency standards for clinicians who want to provide integrated
treatment

.

Build networks between mental health and substance use providers

.

Explore options to finance services for co-occrrrring disorders

.

Share information on co-occurring disorders and integrated treatment through

publications, newsletters and electronic news updates

ln 2006,

a

preliminary report was published with the results of the Minnesota COSIG

and the next phase of the process was established. The next steps in the process

of

formally
integrating treatment in the fields of mental health and substance abuse in Minnesota
were announced. Those steps were to:

.

Evaluate the need for administrative rule or stafute changes

.

Identiff clinician workforce competencies needed to treat co-occurring disorders

.

Partrer with higher education institutions to support clinician workforce

.

Develop standardized protocols for co-occurring services

.

Add co-occurring service protocols to standard contract language

'

Identi$r needed changes in payment rates

t2

O

Change the way data is collected, reported and evaluated for co-occurring services

o

Develop a state technical assistance website to disseminate information and
improve corrmunication

.

Develop a program certification process to recognize programs with co-occurring
capability

Minnesota's Department of Human Services Rule
After many years of research, and consideration, Minnesota's Department of Human
Services has summarized their findings for an evidence-based model for tntegrated Dual

Disorder Treatment for Minnesota in a new rule (Minnesota DHS 2012). Public forums
were conducted and hearings were held. Professionals have been asked to give input.
Professionals have banned together have in an effort to be heard and now these efforts

will

be published in this State of Minnesota Department of Human Seruices formal

administrative rule. The intent of this rule is to establish standards for those providers
seeking certification as an Integrated Dual Diagnosis Treatment Program. It is hoped
that these efforts

will

increase the quality of care for this population and help to remove

barriers to accessing treatment. The full text of this rule can be viewed on the DHS
website: Proposed Permanent Rules Relating to Certification of Integrated Dual

Diagnosis 1.4 CHAPTER 953i DEPARTMENT OF HUMA,A/.SEftVICES, 1.6
CERTIFICATION OF INTEGRATED DUAL DIAGNOSIS TREATMENT (Minnesota
DHS 2013).
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My Plan for Implementation
Although progress has been made in understanding the need for integrated treatment,
and adopting the certification needs, developing systematic approaches for

implementation is still a work in progress (Moser 2004). Some states are in the process

of or have completed implementation of integrated models of treatment for dual diagnosis
illnesses. Minnesota's certification process is about to begin. At this point certification
is voluntary but

it is unknown if that will change when funding is linked with

certification.
Identifoing the evidence-based practices (EBP) such as family psychoeducation,
illness management and recovery, supported employment and medication management
approaches are important but knowledge alone is not enough to ensure

adoption. A

systemic approach to dissemination is needed (Moser 2004).

With the knowledge that integrated treatment is the most successful model of
treatment for our clients with substance abuse and mental health issues, I began to
wonder how this new rule

will impact

the treatment centers in Minnesota and most

specifically how this rule will impact my organization.
This research project is designed to gain an understanding of the process of
implementation of Integrated Dual Diagnosis Treatment components and models. After

finding the most current research available about implementation, I will prepare a
personalizedplan for the implementation of Minnesota's new IDDT Rule for my
organization.

t4

Methodology

My methodology for this project consisted of interviews of professionals in the
treatment of co-occurring disorders and analysis of existing research on implementing an

IDDT model of treatment. The majority of my individual, voluntary interviews were
conducted with leaders in the field of treatment for the disorders of substance abuse and
mental health in Minnesota. These were generally face-to-face. Phone interviews were
used only when face-to-face interviews were not an

option. These professionals were

asked eight questions that included gathering information about their familiarity with the

Minnesota IDDT draft and their knowledge of and experience with treating co-occurring
disorders (Appendix A p.52). Additionally, theywere asked about lessons learned from

working with co-occurring disorders and of their thoughts for providers in Minnesota
hoping to obtain the new IDDT certification. Most interviewed were familiar with IDDT
models, at least to some extent. Most also had some knowledge of either the history in

our state of delivering co-occurring services or had knowledge of the development of the
draft of our new IDDT rule, Some of the subjects are providing co-occurring services in
Minnesota under the current state stnrcture, which for substance abuse settings involves

having an MUCD (mental illnessichemical dependency) capable or MVCD enhanced
treatment clas sific ation.
The research included the analysis of articles written about IDDT implementation

in other states. Research included

a

review of organizational readiness for change,

staffing turnover pattems and treatment program strategies to consider when changing
over to new programming. Further research was studied of the relationship of the mental
health and substance abuse fields and implications of merging the two.

l5

Prior to my investigation, I confirmed the interest in this project of the Executive
Director and the leadership team in my organization. With overall interest established,

I

informed the stakeholders about my project goals and specifically what this project would

involve. Their involvement was voluntary and the project was supported unanimously.
With the information gathered from these interviews and knowledge of the research
done regarding

IDDT implementation, an initial organizational plan was designed to

prepare my organization (referred to hence forth as The Organization) to obtain
fufinnesota's IDDT certification. This project, Phase One of IDDT Implementation,
includes initial organizational and personnel steps intended to lay a solid foundation for
the more detailed work that

will

follow. This research project

be needed to obtain

certification. Phase Two will

has been approved under Augsburg
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IRB #2012-87-4.

Transformational Leadership
Major changes in established procedures and long held concepts of how things should
be done are very

difficult to achieve. Carrying the message and actually achieving the

results are distinct endeavors. While people may intellectually understand the need for
change they can find

it difficult to actually accomplish the process of change. Human

experience teaches us that change is

difficult,

Change is unsettling. Fear of failure is

increased. Change requires taking risk. Getting others to change is even more difficult.
Leading others in change efforts that overcome feelings of fear and resistance requires a
strong and intuitive leader. This is where the principle of transformational leadership is so

vital. As

discussed below people are more easily motivated by inspiration which comes

from the transformational leader who leads by example, the leader who transforms others
emotionally as well as intellectually.
When considering the implementation process of integrated dual diagnosis
treatment, leaders who are able to follow the transformational leadership model
described by Bass and Avolio (Bassl985)

will be essential for a smooth

as

and successful

process because of the long established traditions and beliefs held in the fields of mental

health and substance abuse treatment and the need to unite both fields while changing
systems and workflows.

Research indicates that the transformational leadership approach is the most helpful

for the implementation of evidence-based practices because it motivates followers
positively and deeply (Aarons

2006).

James MacGregor Bums helped transformational

leadership (TL) to become known in the 1970s (Brandt 1979). He described

transformational leaders as those who inspire their followers to reach higher levels of

t7

self-realization through role modeling and inspirational behaviors. Transformational
leaders, Burns says, are those leaders who engage their followers in a way that inspires

them to become leaders themselves.
Bernard Bass and Bruce Avolio went on to further define transformational leadership

by using their model, composed of four dimensions (Bass 1990). The four dimensions of
their model, called the 4Is, are as follows: Idealized Influence, Inspirational Motivation,
Intellectual Stimulation and Individualized Consideration. Bass and Avolio's model
brings change through focusing on transforming the follower, lifting the follower and

improving the morale of the follower.

Idealized Influence (II) is achieved by leaders who are highly esteemed and who
work to unite their followers around a shared vision and mission. These are charismatic
leaders who are instrumental in making their followers feel positive and proud. They earn

the faith of their followers who strive to emulate their leader (Bass 1990). Charismatic
leaders are strong role models demonstrating the values they wish to influence

of

towards. Thty are seen as competent and confident and they articulate ideological goals
(Northhouse 2010).

Inspirational Motivation (IM) is achieved when the transformational leader
conlmunicates his/trer goals and helps others find meaning in their

work. They provide

optimism and meaning about the mission and it's attainability. Transformational
leadership and meaningful work inherently go together. Evidence shows that

transformational leadership increases an employee's sense that his or her work is
meaningful and, when employees find their work meaningful, their psychological wellbeing is increased (Arnold

2007). A transformational leader inspires people to go the
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extra mile and do more than expected through a deeper connection with the follower and
an adherence to ethics and

ideals. A focus on the greater good and the team is helpful in

achieving higher motivation.

Intellectual Stimulation (IS) is described by Bass and Avolio

as the leader's

ability

to help others think about new ways to perform their work, view what they are doing and
become more creative in their own problem-solving methods. A transformational leader
encourages followers to be creative and innovative. They are given permission, support
and latitude to challenge their own beliefs and values and the beliefs and values of the

leader and organization. Bigger thinking is encouraged. Although transformational
leaders are seen as in control, they defer to the followers as equal team members when

appropriate and they authentically value all ideas. They allow and encourage problem

solving of individual and corporate problems. They make problem-solving fun (Atkinson
2011).

Individual Consideration (IC)

is the fourth and final dimension in the Bass and

Avolio TL model. The TL leader takes time to bring the follower into the team, and to
help develop the follower through individual consideration and feedback. lndividually
considerate leaders diagnose each team member's needs and strengths then elevate them
to higher levels, on Maslow's 1954 hierarchy of needs (Bass 1996). The TL values each

individual, listens carefully then tailors their coaching to match the individual's needs
and characteristics. Mentoring followers individually can be a useful tool for engaging

followers. A TL who is ethical would not use mentoring or other approaches to
manipulate his/trer followers. Insincerity is transparent and not inline with the

transformational leader.
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Implementation of new programming can present many struggles to an organization.
Research on leadership styles and mental health workers found that transformational

leadership style is most useful in adopting evidence-based practices (EBP) with mental
health workers (Aarons 2006). The research shows that providers who rated their leaders
as

high in transformational leadership sfyles were more willing to adopt the changes to

more evidence based practices. Additionally, when these leaders were rated high in

transformational leadership, the clinicians perceived less of a gap between their current
practices and the new evidence hased practices. Aarons' study supports the notion that

transformational leadership inspires commitment and enthusiasm for the leader and a
strong desire to follow the leaders vision. It also suggests that inspiring leaders have an
easier time introduciflg new practices and leading the change by fostering open attitudes.

Three leadership behaviors that support the transformational leadership model as
described by Avolio and Bass and can be helpful when guiding others in the organization
to think strategically during new programming implementation are:

.

Helping others understand their own habits and practices that relate to developing
the ability to think strategically.

.

Including the work experiences shown to develop strategic thinking in the
development plans of their direct reports.

,

Maximizing the potential of benchmarking and strategic planning sessions by
insuring that these processes incorporate certain characteristics that enhance their
contribution to strategic thinking (Goldman 2010).

These three actions may be effective only

if the culture is encouraging,

and one of the

most effective ways of changing an organization's culture (beliefs, values and
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assumptions) is for the leaders to change their own behaviors.

A transformational leader

is a role model through his or her own self-realization and behavioral changes.

Author and speaker Simon Sinek explains why great and inspired leaders get the
results they do (Sinek 2010). In describing transformational leadership, Sinek says great
leaders know what, how and why they do what they do. The reasofl they are able to get

amazngresults is that they act from the inside out. Sinek says that although every
organrzation knows what they do and how they do it, very, few know why they do what
they do. He is not talking about making a profit. Making a profit is a resulr of the why.
People understand and accept why we do something. People want to be inspired on

emotional levels as well as intellectual levels. Without always knowing it, people look to
be inspired. Transformational leaders sell people not on what the organization does, but
on why the organization does the work

people who need

a

it does. The leader's goal then is not just to hire

job; it's to hire people who believe in the mission and vision of the

leader.
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Literature Review
As I began the review of the literature on the implementation process of IDDT, I
wanted to differentiate the models of IDDT found in the research and consider the
components of the models. A plan for implementation would be created with those
components in mind. They can vary from program to program, even in the residential
substance abuse treatment setting (Brunette 2004). Components comparable to the ones

Minnesota

will require were most relevant, although

lessons can be leamed from most

IDDT model implementations.
Key questions I was researching were:

1.

What are the major components the different IDDT models suggest and how do
those components impact the implementation process?

2.

What successes and barriers have other organizations encountered with the
implementation of IDDT?

3. What can be learned from the research that would help facilitate the
implementation process for the new Minnesota IDDT model in a residential
substance abuse treatment setting?

Treatment Components in the Implementation Process
Treatment starts with

identiffig

the problems. The research indicates that in order to

bring mental health and substance abuse together in one program, a screening tool must
be utilized to screen for both issues (Sheidow

2012). The organization must also create

comprehensive assessment, addressing both mental health and substance abuse, to be
administered upon intake. This comprehensive assessment should take into account a
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a

wide range of symptoms, The comprehensive assessment should lead into an integrated
treatment plan that gives consideration to many of the client's life areas such as physical
and medical concerns, parenting issues, housing, family involvement, education and

employment along with the specific mental health and substance abuse issues. This will
help design a more comprehensive treatment plan that addresses both illnesses. In the
end, the treatment should address a wide range of functional needs as well as teach

coping skills in the colresponding areas to help reduce relapse in either or both areas
(Mueser 2004).

Implementation should include clinical interactions through individual therapy
sessions, group therapy and family psychoeducation that are integrated (Sterling

201l).

Residential program level services may include components such as participation

in peer support groups, pharmacological treatment and interventions to promote physical
health.
Because both mental health and substance abuse are often chronic relapsing disorders,

many clients need on-going senrices without unnatural time constraints (Brunette 2004).
These services should be incorporated into the plan and should be individuahzed for each

client. Treatment episodes that are preset for all clients and follow the same plan may not
be most

helpful. lndividualized time frames are more helpful and the type of services

may change. For example, a client may start out in a residential program, step down to
outpatient treatment and follow it up with a weekly aftercare service (Fox 2011).
The research suggests that assertive outreach should be incorporated as part of the

IDDT plan (Mueser 2012). This term describes a component of using techniques
designed to engage the client in treatment and create and strengthen the therapeutic
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relationship. It may include providing services in the client's natural environment such
as the home,

in a coffee shop, or another location in which the client is comfortable.

When services are provided in an environment in which the client is most at ease, there
can be more opportunities to engage with the client's social network. Meeting in the

nafural environment can also provide helpful information about the environment in which
the client lives and can often provide details about how the client's dual disorders
present.

IDDT models most often incorporate ways to work with the "stages of Change".
James Prochaska originally identified the Stages of Change in the 1980s (Prochaska

1994). This theoretical approach suggests that when people are in the process of
changing a behavior, the changes generally occur through discrete stages that take

time. [n each of those stages

a person is at a

particular place psychologically. Originally

developed around health issues like smoHrg, these stages have been helpful in the

psychological field and research suggests the need to utilize this approach when changing
over to an integrated model of treatment (Ziedonis 2004). Understanding the stage

of

change at which the client is psychologically, facilitates movement to the next stage

change. Motivation to change is described using the five-stage model described by
Prochaska and colleagues (Ziedonis 201

1). The

stages of change are:

.

Precontemplation - Prior to thinking about change

.

Contemplation

.

Preparation

.

Behavior ChanEe - Taking active steps to make the behavior change.

.

Maintenance

-

- Thinking

about change but not taking steps to do so.

Beginning to make plans to change.

-

Maintaining the changed behavior.
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of

Integrated programs are motivation-based to match heatment interventions to the

client's level of motivation. The stages of treatmenlwere identified by Fred Osher and
Lyle Kofoed and designed to work with the stages of change (Osher 1989). These stages
can be utilized in the new model. Stages of treatment describe the specific motivational
states that a dual diagnosis treatment client goes

through. In dual diagnosis treatment,

behavioral based goals should be set to match the client's motivational stage in order to
obtain the best treatment results (Mueser 2004). The stages of treatment are:

.

Engagement

-

The goal of this stage is to build a work alliance. A therapist must

have a therapeutic relationship with the client prior to trying to help a client
change a behavior.

.

Persuasion

.

Active Treatment

-

The goal is to help motivate the client to work on their problems.

-

Once the client is actually working on his or her problems and

has reduced substance use or has achieved sobriety.

'

Relapse Prevention

- At least 6 months

of abstinence or without problems related

to substance use for 6 months.
Concomitant with the Stages of Change, harm reduction psychotherapy has been

effective. My research found that, generally, harm reduction psychotherapy (HRP) is
included as akey component of most integrated dual diagnosis models (Grella 2004).
The goal of HRP is to reduce harmful consequences and increase engagement of the

client in treatment (Mueser 2012). Implementing this facet of the program can be meet

with some resistance from staff (Tatarsky 2003). HRP is deeply rooted in the mental
health field but is newer to those who have worked only or primarily in substance abuse

treatment. Adaptation to this new approach may be easier for those who have been
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trained in the mental health field and additional training may be needed for those coming

from the more traditional substance abuse treatment setting.
Ongoing training and evaluation that the training is being carried over to the treatment
arena is important for an organization to really adapt to the new model (Wieder 2004).

With HRP the treatment team does not wait for a client to "hit rock bottom". It suggests
that we take opportunities to reduce illness more immediately. Harm reduction
psychotherapeutic components can be implemented in many ways such as the reduction

of dirty needles or the establishment of a relationship with a client that creates

a bond to

help the client make the necessary changes. This establishes relationships that
demonstrate caring, which can help someone get into recovery sooner (Mueser

2012). This way of thinking may

be new to the treatment team and the manner the

information and change is presented may have an impact on the acceptance of this way of

thinking and ultimately on the implementation process.
Although identifying the prohlem is necessary in treatment, there is a new
understanding of recovery. Recovery-oriented services have become person-oriented,
rather than illness-oriented (Farkas 2007). This approach is part of the new integrated
treatment approach. Team members may need to shift their thinking to be sure that the

client is involved with the direction and goal setting of his or her treatment. For this
patient centered approach to treatment, the team should have access to evidence based
practices and the focus of treatment should be on hope and resiliency.

If

a

transformational leader has set the stage with the 4Is, tntellectual Stimulation will he a
nonn and team members can be instrumental in changing their own processes as their

thinking changes to be more patient centered.
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Successes and

Barriers for Implementation

Good leadership is critical for an organization. Good leadership is also critical in the
process of implementing Integrated Dual Diagnosis Treatment (Teruya 2006). Having

Ieadership that clearly understands IDDT, believes in the programming philosophy and
has experience with the specific components has been shown to be a key infrastructural

piece of the implementation process (Devitt 2009). To have a staff positively embrace
the implementation, executive and middle management levels of leadership need to be on
board with the change. It is not enough to have leaders heading IDDT implementation on
board and trained with the initiative. Leaders should also be trained in how to "support
and supenrise front line staff in providing

IDDT senrices" (Devitt 2009 p. 102). IDDT

implementation has been shown to be most successful when the staff is on board with the
need for the change, understand the change plan and have the tools to be successful

(Wieder 2007). To aid in this endeavor, transformational leaders articulate their vision
and inspire coilrmunication of the vision by their followers to help keep the project

moving fonvard and positively regarded (Goldman 2010).
The research shows that the emphasis on leadership in training, consulting and
coaching is a critically important aspect of achieving successful implementation. Formal
presentations alone are shown to rarely alter practitioner behavior (Moser 2004). Bass
and

Avolio's model of transformational leadership suggest coaching and mentoring to

utilize individual strengths and address individual weaknesses. The IM (tnspirational
Motivation) and the IC (Individual Consideration) dimensions of TL can aid in obtaining
optimal training results. Providing smaller team based trainings for health care workers
on stage based care and practice of IDDT clinical skills is also helpful in training
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successfully. Clinicians may find it harder to develop empathy towards their clients
when they fear that they may lack the experience or expertise to work with a client's
symptoms (Graham 2004). Empathy is necessary for successful treatment outcomes.
Therefore it is important to teach clinicians the skills needed to work with co-occurring
issues and to continue teaching and monitoring these

skills. Using a clinician's actual

clients in formal and consensual educational settings can help to internalize these skills.

Beginning the implementation process by obtaining a leadership commitment is

critical. Also important is the leader's motivation and enthusiasm for the implementation
(Wieder 2007). Leaders will inevitably have a stronger commitment if they feel
adequately trained in IDDT components and have used

them. Additionally,

leaders must

be skilled at how to support, guide and supervise front line staff in providing IDDT
services (Devitt
changes with

2009). Organizational leaders underestimating

the complexity of the

IDDT could adversely effect implementation (Wieder 2007). By way of

example underestimation may result in poor results when a leader assigns implementation
roles to staff who are not philosophically accepting of the model or are not equipped with
the skills to carry out the role or do not have the time to do what the role requires.

An adequate understanding of the affitudes and beliefs of clinicians in an organization
is important prior to implementation (Graham 2004), It was found in mental health

clinics being trained in co-occurring treatment that clinicians hold different attitudes and
views toward different substances. For example, mental health settings chose not to work

with patients suffering from the more hard-core addictions such as heroin or crack
cocaine. (Graham 2004). Addiction treatment centers, on the other hand, generally work

with all substances and usually with abuse and/or dependence. ln fact, in Minnesota,
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treatment is not funded without the diagnosis of abuse or dependence. Mental health
settings tend to work with all mental health disorder types on the spectrum from high to

low severity. Addiction treatment centers most often work with only nonpsychotic
disorders with low to moderate severity. Awareness of a clinicians attitudes, beliefs and

training in these areas can be significant in understanding a clinician's relationship and
work with a client.
There has been much written about the stigma of mental health and substance

abuse. Stigma can be defined as "a barrier that discowages individuals and their families
from seeking help or an issue that may cause shame or discredit" (Olmstead 201l, p.

53). Stigma towards individuals with substance abuse and/or mental health issues is
often one of the biggest impediments to someone with mental health issues an#or
chemical health issues getting the help he or she needs. Those individuals are often

afraid of the reaction and discrimination they will encounter from others if their illnesses
become known when they seek treatment.

Stigma towards those with mental health issues are thought to be particularly strong
due to the pattern of thought that those individuals are responsible for their own

psychological illnesses. This stigma is often greater with mental health issues or
addiction issues than towards those with a medical illness (Olmstead 201l).
The attitudes of administrators, expressed or implied, cafi greatly impact the reduction

of stigma towards clients with mental illness and chemical dependency as well

as help

facilitate a successful implementation of IDDT (Moser 2004). The degree to which the
administrators are tmly on board with changing a program over to an IDDT model

will

impact implementation success. Mastery of IDDT skills is related to staff openness and
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readiness to change and adopt

IDDT skills (Wieder 2007). Stigma and attitudes

regarding the staff and public attitudes towards substance abuse users and/or persons with
mental health issues plays a part in successful implementation intemally and

externally. The implementation of IDDT in Minnesota will hopefully help to increase the
professionalism of the chemical health field and the mental health field, in addition to
reducing the stigmas which patients in both fields experience.
Staff tumover is common when agencies attempt to implement integrated treatment

for clients with co-occurring issues (Woltmann 2007). Staff turnover is higher during

IDDT implementation when the consultant trainer has low leadership and clinical skills
and/or the clinicians are inexperienced in the field.

When considering the process and the approach for leaders to take with
implementation of IDDT, clinician acceptance and motivation is critical. Having existing
staff accept the implementation of the IDDT can be difficult if they do not have an
interest in learning the new skills or embrace the new philosophy (Devitt

2009). For

clinicians to accept change training has a better chance of being internalized and
clinicians better utilize the training if:
I

.

They see benefits from of the newly learned information.

2. They feel they have been involved
3.

in the development of the change.

They take ownership for the implementation.

4. They feel that the expectations of them with the new approach are realistic timewlse.

5. They receive support from managers
6.

They think their clients

and leaders.

will benefit from the new approach.
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Good leadership, the use of an implementation model and the assistance of an IDDT
specialist have been shown to reduce staff turnover during implementation (Moser

2004). If there is high staff turnover during implementation, the process can be
problematic and suffer set backs (Woltmann 2007). High staff turnover can be

discouraglng. Continuity in staffing yields continual movement towards
implementation. Solid external support and wider infrastructure encourages staff
retention during implementation. Prompt and adequate training of new staff is critical
and lessens the burden on existing

staff. Access to ongoing support around the IDDT

programming, increases the likelihood of successful implementation. It is common for
agencies to lose mental health clinicians shortly after starting the

IDDT implementation.

Studies suggest that reasons for this include: low compensation, other job opporhrnities,
younger age, lower skill sets and emotional burnout (Woltmann 2007). Research has
shown that areas conhibuting to substance abuse counselor tumover are mismanagement

of personnel, poor working conditions and absence of opportunities for advancement
(Eby 2011). It was found that, in regards to burnout and turnover, the strongest predictor

of expressed intent to leave a job was lack of organizational commitment. The three
management practices that appear to most strengthen organizational commitment are:
I

.

Providing job autonomy

2.

Providing workplace justice and

3.

Providing adequate monetary and nonmonetary rewards for job performance.

Autonomy and workplace justice were the strongest factors in overcoming burnout
and turnover. Co-worker support significantly reduced burnout and turnover and enabled

employees to better handle higher workloads more successfully. Additional research has
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shown that perceptions of the organizational environment, job satisfaction, perceptions

of

distributive justice, procedural justice and perceived organizational support are predictive

of counselor turnover (Eby 201l).
Another focus of research regarding strong organizational behavior during change in
treatment centers has been the concept of consensus; a group decision-making process

which seeks consent, although not necessarily agreement, about the favorite choice of all
participants and concordance; including involvement of patients in decision-making to
improve patient compliance with medical advice. Researchers have found that programs

with high levels of agreement within staff groups show greater treatment engagement by
the client (Melnick 2006). Also programs with a high level of agreement between staff
and clients show better treatment engagement independent of the consensus within the

staff and client groups. Programs in which the staff is not in consensus show reduced
client engagement in the treatment process. These results are independent of client
characteristics and treatment modalities. This has led investigators to believe there has
been too much emphasis on content of treatment and not enough attention paid to

corlmon nonspecific treatment program attributes that include organizational variables
and treatment attributes. Treatment outcomes are significantly higher when there is

shown to be a high level of staff consensus and concordance (MeLnick 2006).
Organizations are more successful at creating a positive treatment environment when
there is agreement within and between organizational levels (Melnick 2006). The
consensus and concordance that helps a staff function cohesively and be more engaged in
the work environment is similar to the consensus and concordance that work well

with

clients to have a more cohesive treatment environment and be more engaged in the
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heatment process. Researchers have found that programs with high levels of agreement

within staff groups show greater treatment engagement by the client (Melnick
2006). Keeping clients engaged in treatment is important during significant times of
change in organizations. Also, programs with a high level of agreement between staff
and clients show better treatment engagement independent of the consensus within the

staff and client groups. Programs in which the staff is not in consensus show reduced
client engagement in the treatment process. The bottom line is that the longer a client is
engaged and remains in a treatment program, the greater the chance that he or she

will

maintain abstinence after discharge (Zerger 2002).
The role of organizational readiness to adopt the significant changes is important in

implementing the changes necessary with IDDT (Moser 2004). Kim and Mauborgne
(2004) cite four basic barriers an organization can encounter that can interfere with the
implementation of a new strategy:

1.

Cognition: Making sure the employees see a need for the new path.

2.

Limited Resources: The costs to create and implement a new plan can be
significant. It may be necessary to expand the value of the resources available.

3. Motivation:

A company

needs to motivate managers and employees to carry out

the plan.

4.

Company Politics: It is important to encourage and engage those persons who
support the change process and appeal to those who

don't. Having a staff

advocate within the top leadership team can be very useful for an implementation

specialist.

JJ

Organizations need to be adaptable in order to achieve successful implementation.
company cannot be flexible enough to mix intended strategy with emerging shategy
can prove to be

If a

it

difficult to implement the necessary change (Manderscheid 2005). The

IDDT implementation strategy should proceed according to a well-conceived strategy but
still able to adapt to unforeseen developments.

A common problem for companies attempting to implement new strategy is spending
too much time contemplating and creating a strategic change plan but spending too little

time on implementation (Manderscheid 2005). There is little point creating strategy that
is poorly implemented. Company leaders should distinguish between strategic thinking,

planning and implementing. Lack of awareness of and procedures for all steps, including

follow up, can impair a successful process. Having accurate policy and procedures in
place can help provide overall clarity of a new operating model. It can be costly to

continually implement new strategies. Financing and firnding for integrated treatment
should be confirmed prior to implementation.

Communication is critical when implementing new strategy (Campbell 2004). Leaders
need to be able to clearly corlmunicate with each other, the rest of the employees and

others outside the organization not only about the new plan but also about the mission
and values of the company. The mission statement and the power to carry

it out

are

fundamentally important.
Lack of clarity between the plan heing implemented and operational effectiveness can
be a barrier to a successful implementation process. Leaders and managers need to know

the difference between the plan and the operations and should monitor that the
expectations for employees within each area are realistic.
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A company

can increase the likelihood of successful strategic implementation

uses a plan-to-plan team (P2P) to

if it

work with the organization's leaders (Manderscheid

2005). The P2P team can initially help guide strategic thinking to consider intent and to
assist the process for strategy to be created with a competitive advantage. The team can
also help organize leaders, engage leaders and help leaders create processes to effectively

implement, communicate and evaluate the plan on an on-going basis. It is important for
leaders to utilize the concept of fair process when doing

this. Fair process

uses the

elements of engagement, explanation and expectation clarity. When company employees
believe those in charge operate ethically and fairly they are more likely to accept change
and work intentionally towards a successful outcome. Organizations that do not plan

well, use a well thought out IDDT model and provide strong project leaders for the
implementation will struggle (Devitt 2009).
As IDDT is implemented, it canbeuseful to employ staff reviews. Practical steps in
implementation can be incorporated as a component of a person's job (Manderscheid

2005). A strategy implementation measurement template can be used to create practical
steps to aid an

individual's progress during the IDDT implementation. Those organized

goals with concrete outcomes and measurements can then be used in employee

performance reviews. This helps to ensure the plan is progressing from the thinking
stage into doing stage and also creates realistic formulae

for implementation that, in furn,

allows the employee to appreciate the importance of hislher participation. This would
also provide timelier, direct help to employees who may be struggling with the new

model.
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IDDT Implementation in Minnesota
New mandates from the Center for Medicare an,fl Medicaid Services (CMS) will
become effective in October 2013. These

will

increase diagnosis codes

from 14,300 to

69,000 andthe number ofprocedure codes from 3,800 to 72,000 (DHS CDC 2013). In

addition, the Minnesota's 20ls Interoperable Electronic Health Record Mandate will
require all providers to use electronic health records. Information yields

knowledge. IlkJ<a Tuomi (2000) suggests utilization of a reversed knowledge hierarchy
for managing organizational knowledge. He states that data are simply isolated facts

until they are put it into a context with structure and it then becomes
information. lnformation achieves the higher state of knowledge only it is given meaning
through interpretation. He suggests collaborative effort to decide what knowledge is
sought, then work backwards creating an articulated context for the data, and gather the

data. Not only is this a better use of time than collecting random data then trying to
figure out how to utilize it, but also, this facilitates getting what is sought and needed.
Research conducted by Mark McGovern et al. (2006) found that the two top barriers

to providing integrated treatment were the lack of highly hained staff and resources

(physical and financial). The lack of staff and support can impair the ability to manage
clients in acute distress who suffer from the disorders we so commonly see in the

addiction treatment setting. McGovern concluded that the two training issues most
lacking were education in co-occurring disorders and training in the evidence-based
practices to work with these

clients. We know that continuing education

is required

annually for practitioner licensing. The data in this study found that addiction treatment
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providers are interested in improving their capability to treat their clients for their cooccurring disorders but need resources and training in order to accomplish that.
The literature identifies many issues that impact IDDT implementation and many

organizational adjustments need to be made to handle the implementation of IDDT.
Implementing the deep, organizational considerations is as important, if not more so than
making programmatic changes.
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Research Findings
To summaize what I found in the written research and through the personal
interviews, most of the wriffen information I found on the implementation process was
done by those in the mental health field in organizations in those states that had already

adopted an IDDT model for program certification. Some of the articles addressed the
problems of implementation, particularly as seen from the mental health perspective.
Some of the articles provided insight into organizational issues to be addressed prior to

implementation. Most of the face-to-face interuiews were with providers of care in
which chemical health has been the predominant treatment focus. Some concerns

differ. Each side (mental health/chemical health)
what

will

be required. Most of those with whom

has familiarity with different aspects

of

I spoke with in the chemical health field

are in administrative positions. These men and women seemed to have a good

understanding of the drafted rule.

Almost all of the interviewees expressed, as their number one concern, an uncertainty
about funding for the implementation and maintenance of the new IDDT model. How
treatment r.rnder this IDDT model
a payment mechanism

will

be paid for is still unknown.

Curently there is not

identified or in place to pay for delivering these services. Almost

all interviewees expressed concern that the costs for the new staffing, programing and
other changes would most likely be significant and might be too much for many
programs to assume. There was special concern for the smaller treatment providers,
especially outside the Twin Cities metro area, being able to take on these additional costs
and remain in business. There are also questions about the possible impact of this rule on
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the current treatment mechanism: the Consolidated Chemical Dependency Treatment
Fund (CCDTF). At many organizations this accounts for the large majority of funding.
Other concerns expressed by those interviewed included a lack of recognition in the

draft for cultural diversity and treating historical trauma. It was unclear how these issues

will

be addressed in the new

model. Concern was expressed about a lack of clarity

as to

how the rule will be affected by the implications of health care reform and the Affordable
Care Act

(ACA). Furthermore there is no available information

on how the rule

will

be

monitored and enforced.
Some of those interviewed thought that chemical health providers had not been

adequately represented in the development of the

rule.

Some chemical health providers

believe they have already been doing many of the components seen in the new
requirements and are frustrated that they were not sought out or consulted more in the

planning. honically, some of the research done by mental health professionals suggested
a

barrier to implementation is chemical health staff thinking that they already provide the

evidence based practices whether or not that is accurate (DeVitt 20AT.

Overall, the professionals interviewed who had familiarity with the draft seem to have
many concerns about the rule as it stands. Many issues are seen as lacking clarity. Many
questions remain. People are in agreement with the intent of the rule but do not see it as
ready to be formalized in this current form.

From my research, it seems clear that adequately preparing an organization in advance

of IDDT implementation is critical. Having organizational procedures running smoothly
at the time the project begins is required for success.

A project lead is a must. Training

should be extensive, reinforced and monitored for utilization. When training for the new
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model is provided sufficient support and supervision are required to ensure the training is
actually used in the clinical setting in order to make the necessary treatment changes. In
the absence of appropriate monitoring and reinforcement of the teachings the hainings

will

be minimized (Wieder 2007).

The leadership team must embrace the need for the new model and the plan for

implementation. Leadership must have a good understanding of the model. Cohesion

with the clinical team is necessary as it sets the pace for positive attitudes by employees
during implementation. Clinicians in most IDDT models can be dually licensed or the
team can consist of equal numbers of mental health and substance abuse clinicians.

A

relationship with a psychiatrist should be developed so that close collaboration can be
made

if the provider cannot afford to employ the psychiatrist.
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An Implementation PIan - Phase One
The State of Minnesota has spelled out a list of requirements in the Licensing Rule
9533.0010 for centers that are interested in becoming IDDT certified. There are many
unanswered questions about the IDDT rule and the implementation of this

rule.

Treatment centers are unable to determine, at this time, whether implementation

would be a good move for their organizations. If the movement of the treatment field in
the future is to obtain certification, beginning steps should be put into place at The

Organization. The Organization is currently classified as an MUCD treatment facility
within the current state requirements. The Organization is not in debt, owns most of its
facilities and has a good financial structure for billing and collecting fees. We have very
competent and committed employees and there is positivity and optimism in the

company. If they can afford the changes, smaller organizations and single-service
organizations have been shown to have an easier time of implementing treatment changes
(Gotham 2010). The Organization is small enough to avoid the bureaucratic roadblocks

which larger organizations sometimes encounter.

Phase One Recommendations
The following are my suggestions for Phase One to prepare The Organization to move

forward with the IDDT certification process:

1. The first issue involves the leadership team. The leadership team at The
Organization would benefit from a deeper, united understanding of the
organizational culture (Teruya 2006). There have been new directors hired at The
Organization and many new initiatives have been started over the last couple

4t

years. The directors have heen busy and little time has been spent together

forming and sharing aspects of individual and team culture such

as

noffns, values,

philosophy and climate. The leadership team would be more cohesive if they
more clearly defined those aspects of the shared mission and worked together on

clariffing The Organization's future movement and their roles in that movement.
The teadership team needs to be sure they are on solid footings and operating
cohesively prior to implementation as this can affect implementation (Klein
I

2.

ee6).

Funding for the new IDDT model at this point is vague. At this time the rule
states a program must use a

billing stmcture that is amenable to reimbursement of

integrated dual diagnosis treatmefi, iffunding becomes available. The

Organization has been seffing up billing and payment systems in its new
electronic health records system. As the finance department continues to smooth
out revenues procedures in EHR, The Organization should be finished with their

fiscal projections and to ensure that The Organization is fiscally conservative
enough to provide for unknown costs of not only the implementation of IDDT
components but also those resulting from the lack of clarity regarding the funding
stream and

3.

billing options for IDDT.

My third recorrmendation for Phase One is in the area of strategic planning. We
need to articulate the plan for the future growth of The Organization. Strategic

thinking can be defined as "conceptual, system-oriented, directional and
opportunistic thinking leading to the discovery of novel, imaginative,
organizational strategies" (Goldman 2010 p.
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120). Thinking strategically is the

result of completing the following four activities on a continuous basis (in no
particular order); scanning, questioning, conceptualizingand testing. In addition
to these individual activities, work experiences and organizational factors interact

with the knowledge individuals already have regarding the process of strategic

thinking. Strategic planning is the next natural step for The Organization and the
leadership team would benefit from becoming fully informed and involved with
the future planning of The Organization. It has been said that the culture of an

organization strongly influences its strategic thinking and that the leader's main

job is the development and management of that culture (Goldman
2010). Strategic leadership is described as the thinking, acting and influence of
individuals and teams to advance the competitive advantage of the organization
(Hughes

2005). If we are to inspire our employees

as

transformational leaders,

we must be clear and unified in our mission, understand the strategic plan and be

fully informed on where we ire headed. ln keeping with IS - Intellectual
Stimulation

- it would benefit The Organization to include all the team members

in some manner in the process of planning and considering the future of The
Organization. If The Organization does not pay attention to these important
prerequisites and does not ensure the leadership team is appropriately involved in
some portion of the development of the future plan, a gap is at risk in the

organization of that thinking dimension (Bonn, 2005). Well meaning individuals
that take charge and isolate themselves from other team members input and ideas
pose a risk to The Organization. Employees at every level need feedback and

objective assessment of direction and plans for an organizations future.
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4.

A common strategic sttuggle for a company is "the
for stability and for change

-

need to reconcile the forces

to focus efforts and gain operating efficiencies on

the one hand, yet adapt and maintain currency with a changing external
environment on the other" (Mintzberg 1987 p.

7l). The Organization has had

continual growth and change for a number of years now. There has been rapid
internal growth while the nature of the field, externally, has been changing

quickly as well. Additionally, we are looking at more extensive adjustments
(internally and externally) with health care reform, IDDT, Minnesota's 2015
Interoperable Electronic Health Record Mandate and other looming

initiatives. The rapid, continual and significant changes The Organization has
experienced in recent years have left operational efficiencies sometimes less than

ideal. Systems can be improved, reducing extra, unnecessary work for the staff
and improving the quality of client care. The staff at The Organization is at risk

of change fatigue. Before another change is taken with an IDDT implementation,
or any other large project, I see a need for The Organization to tie up loose ends

with other newly started initiatives and allow time for the changes already made
to seffle, Without the time it takes for new procedr-rres and systems to deepen and
become very familiar to the staff, we nm the risk of superficial changes and staff

exhaustion. Transformational leadership can be helpful here by utilizing IC

Individual Consideration

-

-

to monitor individual staff member's needs and

ui,tit'ra*t with the change. The implementation of IDDT, or any other significant
I

"lnuog"

for that matter, should be planned for and taken with thoughtful steps and

inl a practical time
I

frame. It is in the company's best interest to approach
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change

in a well considered and planned manner while understanding that the strategy
can still be adaptive as environments change (Manderscheid 2005). Failing to do

this could contribute to chaotic functioning and put The Organization in a
rrulnerable position financially and programmatically, ultimately adversely

affecting the very people we intend to help.

5. Providing integrated

care is often affected by

difficulty in sharing information

(Sterling 201 1). Confidentiality of client records is highly regulated by State and
Federal agencies, and with good reason. While the goal of the regulation is to
protect the client and to eliminate barriers for treatment, these regulations have
the unintended consequence of inhibiting integrating care by professionals in
other agencies and departments. We know that reducing integrated care reduces
the chances of recovery for clients (Sterling 20l

l).

recently begun using electronic healthcare records

The Organization has

(EHR).

Special affention

should be paid to creating a common sense flow of information without

compromising client confidentiality. In the substance abuse and mental health
treatment arenas much work happens in face-to-face situations. These face-to-face
seffings include individual and Soup therapy, providing clinical supervision and
teaming clinical decisions for the optimal direction with a client's

treatment. When implementing the new IDDT system how we gather and share
information and knowledge needs to be considered. Therapeutic strategies can be
read about but the deeper knowledge is passed down through example or through
a person-to-person

interaction. Computers and data base systems help to store

some statistical information and tools to aid in that face-to-face exchange but
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when working with people, personalities and human problems, it is sometimes
hard to document the knowledge needed for the job. Much of what needs to be
learned can only be written about in a general

way. Because of this, it is

important that when information can be documented, stored and managed
electronically, it should be done in a very practical and efficient way. The call
and challenge for an organization, especially when implementing a new system, is

to manage this collective knowledge in a coherent way (Brown 2001). The
company should be on solid ground with the electronic health records prior to
adding the changes with IDDT. The positive implications for knowledge sharing,
and treatment efficiency,

will increase dramatically if the use of electronic

health

systems is created correctly (Tuomi 2000). With the mandated increases in

information gathering, I recommend as part of the IDDT plan, that The
Organization evaluate carefully the data currently collected to assure it's necessity
to monitor and how practically it is being obtained. Time that is spent looking at
a computer screen or handling information not

face with a

client. Additionally,

increase, it

will

utilized is time not spent face to

as these systems

of information gathering

be important to minimize repetition. Without conscious effort to

do this, a client could be answering the sarxe questions over and over. These
steps speak to the fine-tuning of operational efficiencies that

I

see as

critical to

realizing a successful implementation of IDDT.

6.

I recommend an increased team approach with the integrated care team. We
could better utilize our nurse by increasing our nursing coverage and increasing
her involvement in our case consultation. Additional training could be added to
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include more regular information about medication updates. The elechonic health
records (EHR) medical information could be better integrated into the treatment

plan and aftercare planning. All staff should be more deeply involved in the case
consultations since this would provide more thorough information on clients and
lead to improved treatment

care. In addition to nursing,

increased utilization

of

our regular full time mental health professionals could include more intensive
mental health screening and testing and a deeper collaborative approach with
those in the corlmunity to whom we refer clients for ongoing mental health

services. Our assessment is comprehensive, as is required by the IDDT rule, but
there are additional and optional mental health screens and tests that could be

beneficial. This would reduce bariers to accessing help and aid in providing
more comprehensive integrated

care. We are moving forward with establishiog

u

relationship with specific psychiatric services. Securing these psychiahic
providers is very important. Group-based education interventions are often helpful
for treatment clients with dual diaguoses during all stages of treatment but are
often most helpful for clients in the engagement and persuasion phases of change
(Mueser, 2003). In longer-term programs it is often helpful to combine education

with group support for those in the active treatment and relapse prevention stages
of treatment. Offering more specialized psychoeducational groups at The
Organization could cover all of the stages of treatment. Offering individualized
keatment groups would better individualize a client's treatment. Adding
additional groups such as DBT, Anger, Communication, Social Skills, Medication
Management and Family/Concerned Persons could be offered on a time limited

47

basis (4-6 weeks) where the relationship of mental health and substance abuse
issues would be focused on in those individual areas. Family interventions are

generally implemented as a way to help the client get into treatment. Research
shows that family involvement yields better treatment results (Rapp 2006).
Engaging with the family first can be part of the new

model. In addition to the

individual caseload group sessions each counselor conducts, counselors would
also facilitate one or more of the specialty groups. This would better utilize the

expertise of all treatment team members and allow clients to work more closely

with other clinicians than they do currently. Upon admission clients would work
with their counselor to choose one or more of these individualized tracks for more
intensive work on their particular issues.

These are the beginning steps in providing improved systems of operation at The

Organization, whether The Organization decides to adopt the Minnesota's Integrated

Dual Diagnosis Treatment rule or not. If IDDT is fully implemented, each of these initial
steps

will

support the next phase of implementation. If not, the recommendations above

will help The Organization futrctional more efficiently
specifically.
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and address client needs more

Conclusions

In 2011, SAMSHA announced aworking definition of "Recovery" as it relates to cooccurring disorders. It is as follows: "A process of change through which individuals
improve their health and wellness, live a self-directed life, and shive to reach their full

potential". The goal behind integrated dual diagnosis treatment is recovery. IDDT
models of treatment are designed to be patient-focused. A patient's input is important
and the focus of treatment is to be guided largely by the individual client and the slient is

to be met at their current stage of change. Total quality management that focuses

specifically on patient-focused improvements produces better results than quality
management that focuses primarily on management improvements, although both are
needed (Fields 2012).

Implementing IDDT should be done thoughtfully. Having positive and effective
transformational leaders who are responsive and champion the implementation process is

critical. Transformational leaders are seen

as competent and trustworthy by their

followers thus the leader needs to understand the model they are implementing. It is

difficult to get team members onboard

a new idea

if they do not think their

leader has a

good understanding of what is needed and has the experience to lead the cause.

Transformational leaders will set the tone and lead with ethics and transparency as they
guide the change process.

If

leaders do not engage the staff in the decision making

process prior to implementation and get company employees on board with the

implementation, attitudinal barriers can affect the implementation
process. Transformational leadership is an effective way to accomptish a successful
implementation, and an important component of Avolio and Bass' TL 4Is model is to
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engage the team members in problem solving, decision making and voicing their

thoughts and opinions. Transformational leaders

will not shy away from listening to

follower's thoughts and feelings. The implementation process should be employeefocused. How people change, learn and process information is critical. Individually
considerate leaders can work with each employee to optimize that person's ability and
needs dwing the significant change process. Coaching and mentoring individual needs

and strengths

will

be helpful when pushing change through a company.

Transformational leaders have been shown to achieve positive and strong measures of
objective performance. They do this, in part, by being mission driven rather than selfserving, developmentally oriented and by showing support for behaviors that are ethically
based.

An organized process of change is needed in the implementation process. Companies
that do not have employees on board and maintaining positive attifudes can encounter
problems in an already cumbersome process. Employee resistance can be understood,

helping make the process smoother. Finally, change is fleeting without ongoing training
and reinforcement of the newly learned information.

With the organization's mission in mind and the needs and concems of the patients
and employees addressed, a well-organized, strategically created plan can make

successful the implementation of Integrated Dual Diagnosis Treatment when

transformational leaders lead the way.
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Appendix A

IDDT Interview Ouestions

Date:

Name:

0rganization

l.

Can you tell me about your level of familiarity and involvement with the
Dartmouth Model for Integrated Dual Diagnosis Treatment (IDDT)?

2.

Can you tell me about your familiarity and involvement with the IDDT rule
implementation process the Department of Human Senrices in Minnesota is
currently undertakin g?

3.

Have you been involved with the implementation of IDDT in other states?

4

a.

If yes, which states?

b.

If

yes, what were their successes and struggles with implementation?

Have you worked with any progams in Minnesota that are preparing themselves
for the IDDT rule?

a. If yes, what were their successes and struggles with the implementation
process?

5. What do you see as Minnesota's
rule (as it stands today)?

greatest challenges as we implement the IDDT

6. What do you see as each individual residential
challenges

7

-

if they

treatment center's greatest
it stands today)?

choose to apply for and implement this rule (as

What suggestions or advice do you have for residential heatment program
administrators who are creating plans for implementation of IDDT?

8

Do you have any materials you could direct me towards as I create a plan for
implementation of IDDT for a residential heatment program for men?
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